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Appendix 1

CMS 1500 Claim Form Completion Instructions
for Disposable Medical Supplies

Usethefollowing claim form compl etion instructions, not the claim form'’ s printed descriptions, to avoid denial or
inaccurate claim payment. Do not include attachments unless instructed to do so. Compl ete the elements listed bel ow
as appropriate.

Note: Medicaid providersshould alwaysverify recipient eligibility before delivering services.

Element 1 — Program Block/Claim Sort Indicator

Enter claim sort indicator “D” in the Medicaid check box for | Mother/Baby Claims
the service billed. A provider may submit claimsfor aninfantif theinfant is

10 daysold or less on the date of service (DOS) and the

mother of theinfantisaMedicaid recipient. To submita

Element 1a — Insured’s I.D. Number claimfor aninfant using the mother’sMedicaid

identification number, enter thefollowing:

Element 1a: Enter themother’s10-digit Medicaid
identification number.

Element 2:  Enter the mother’slast namefollowed by

Element 2 — Patient’s Name “newborn.”

o . . N Element 3:  Enter theinfant’sdate of birth.
Enter therecipient’ slast name, first name, and middleinitial. Element4: Enter themother’snamefollowed by

Enter therecipient’ s 10-digit Medicaididentification number.
Do not enter any other numbers or letters.

UsetheEligibility Verification System (EVS) to obtain the “mom” in parentheses.
correct spelling of the recipient’s name. If the name or Element 21: Indicate the secondary or lesser diagnosis
spelling of the name on the Medicaid identification card and code“M11” infields2, 3, or 4.

the EV S do not match, use the spelling from the EVS.

Element 3 — Patient’s Birth Date, Patient’s Sex

Enter the recipient’s birth date in MM/DD/Y'Y format (e.g., June 30, 1975, would be 06/30/75) or in MM/DD/
YYYY format (e.g., June 30, 1975, would be 06/30/1975). Specify if the recipient ismale or female by placing an
“X” in the appropriate box.
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Element 4 — Insured’s Name (not required)

Element 5 — Patient’s Address

Enter the complete address of the recipient’s place of residence, if known.

Element 6 — Patient Relationship to Insured (not required)
Element 7 — Insured’s Address (not required)
Element 8 — Patient Status (not required)

Element 9 — Other Insured’s Name

Third-party insurance (commercial insurance coverage) must bebilled prior to billing Wisconsin Medicaid, unlessthe
service does not require third-party billing as determined by Wisconsin Medicaid.

*  Whentherecipient hasdentd (“DEN") insurance only or has no commercial insurance, leave Element 9 blank.

e When the recipient has Wausau Health Protection Plan (“HPP”), BlueCross & BlueShield (“BLU”), Wisconsin
Physicians Service (“WPS”), TriCare (“CHA"), or some other (“OTH") commercia insurance, and the service
requiresthird-party billing according to the Coordination of Benefits section of the All-Provider Handbook, then one of
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Appendix 1
(Continued)

thefollowing three other insurance (Ol) explanation codes must be indicated in the first box of Element 9. The
descriptionisnot required, nor isthe policyholder, plan name, group number, etc. (Elements 9a, 9b, 9c, and 9d are not
required.)

Code  Description

OI-P  PAID by hedthinsurance. In Element 29 of this claim form, indicate the amount paid by health insurance to
the provider or to theinsured.

OI-D  DENIED by health insurance following submission of acorrect and complete claim, or payment was
applied towards the coinsurance and deductible. Do not use this code unlessthe claim was actually billed to
the health insurer.

ol-Y Y ES, therecipient hashealthinsurance, but it was not billed for reasonsincluding, but not limited to:
Vv Recipient denied coverage or will not cooperate.
Vv The provider knows the service in question is not covered by the carrier.
Vv Hedthinsurancefailed to respondtoinitia andfollow-up claims.
Vv Benefits not assignable or cannot get assignment.
e When the recipient isamember of acommercial HMO, one of the following must beindicated, if applicable:
Code  Description

OI-P  PAID by HMO. Theamount paid isindicated on the claim.

Ol-H HM O does not cover this service or the billed amount does not exceed the coinsurance or deductible
amount.

Important Note: The provider may not use OI-H if the HMO denied payment because an otherwise covered
service was not rendered by a designated provider. Services covered by an HMO are not reimbursable by
Wisconsin Medicaid except for the copayment and deductible amounts. Providers who receive a capitation payment
from the HM O may not bill Wisconsin Medicaid for serviceswhich are included in the capitation payment.

Element 10 — Is Patient’s Condition Related to (not required)
Element 11 — Insured’s Policy, Group, or FECA Number

Use thefirst box of this element for Medicare information. (Elements 11a, 11b, 11c, and 11d are not required.) Bill
Medicare beforebilling Wisconsin Medicaid.

Element 11 should be left blank when one or more of the following statementsistrue:

* Medicare never covers the procedure in any circumstance.

e Therecipient's Wisconsin Medicaid file shows he or she does not have any Medicare coverage for the service
provided. For example, the service is covered by Medicare Part A, but the recipient does not have Medicare Part A.
Servicesrelated to adiagnosis of chronic renal failure are the only exceptions.

e Thenonphysician provider’'s Wisconsin Medicaid file shows he or sheisnot Medicare certified. (This does not apply
to physicians because Medicare will retroactively certify physiciansfor the date and the service provided if they held
avalid license when the service was performed.)

* Maedicare has dlowed the charges. In this casg, attach the Explanation of Medicare Benefits, but do not indicate on
the claim form the amount Medicare paid.

If none of the previous statements are true, a Medicare disclaimer code is necessary.
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Appendix 1
(Continued)

The following Medicare disclaimer codes can be used when appropriate:

Code  Description

M-1 M edicar e benefits exhausted. This code can be used when Medicare has denied the charges because
therecipient’slifetime benefit, spell of illness, or yearly alotment of available benefitsis exhausted. Usethe
M-1 disclaimer inthesetwo instancesonly:

For Medicare Part A (al three criteria must be met):
e Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.
e Therecipientiseligiblefor Medicare Part A.

e Theservice provided is covered by Medicare Part A but is not payable due to benefits being
exhausted.

For Medicare Part B (al three criteria must be met):
e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.
e Therecipientiseligiblefor Medicare Part B.

* Theservice provided is covered by Medicare Part B but is not payable due to benefits being
exhausted.

M-5 Provider isnot Medicare certified. This code can be used when providers are identified in Wisconsin
Medicaid files as being Medicare certified, but are billing for DOS before or after their Medicare
certification effective dates. Use M-5 in these two instances only:

For Medicare Part A (al three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part A but not for the
date the service was provided.

e Therecipientiseligiblefor Medicare Part A.
*  The procedure provided is covered by Medicare Part A.

For Medicare Part B (al three criteria must be met):

» Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B but not for the
date the service was provided.

* Therecipientiseligiblefor Medicare Part B.
*  The procedure provided is covered by Medicare Part B.

Note:  Thefollowing providersarerequired to be certified by Medicareif they intend to providea
Medicare-covered serviceto adual entitlee:
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* Home care agencies.

e Maedical equipment vendors.
*  Pharmacies.

* Physcians.
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(Continued)

M-6 Recipient not Medicar e eligible. This code can be used when Medicare denies payment for services
related to chronic renal failure (diagnosis code “585”) because the recipient is not eligible for Medicare.
Medicaremust bebilled first, even when therecipient isidentified in Wisconsin Medicaid filesasnot eligible
for Medicare. Use the M-6 disclaimer code in these two instances only:

For Medicare Part A (all three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.
e Maedicaredeniestherecipient digibility.

* Theserviceisrelated to chronic rend failure.

For Medicare Part B (al three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.
*  Maedicaredeniestherecipient digibility.

* Theserviceisrelated to chronic rend failure.

M-7 Medicar e disallowed or denied payment. This code applies when Medicare denies the claim for

reasonsrelated to policy, not billing errors. Use M-7 in these two instances only:

For Medicare Part A (all three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.

e Therecipientiseligiblefor Medicare Part A.

e Theserviceis covered by Medicare Part A but is denied by Medicare Part A due to frequency
limitations, diagnosisregtrictions, etc.

For Medicare Part B (al three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.

e Therecipientiseligiblefor Medicare Part B.

e Theserviceiscovered by Medicare Part B but is denied by Medicare Part B due to frequency
limitations, diagnosisredtrictions, etc.

M-8 Noncovered Medicare service. This code can be used when Medicare was not billed because the
sarvice, under certain circumstances related to the recipient’s diagnosis, is not covered. Use M-8 in these
twoinstancesonly:
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For Medicare Part A (all three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.

e Therecipientiseligiblefor Medicare Part A.

e Theserviceisusualy covered by Medicare Part A but not under certain circumstances related to the
recipient'sdiagnosis.

For Medicare Part B (al three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.

e Therecipientiseligiblefor Medicare Part B.

e Theserviceisusualy covered by Medicare Part B but not under certain circumstances related to the
recipient’sdiagnoss.
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Elements 12 and 13 — Authorized Person’s Signature (not required)

Element 14 — Date of Current lllness, Injury, or Pregnancy (not required)
Element 15 — If Patient Has Had Same or Similar Iliness (not required)

Element 16 — Dates Patient Unable to Work in Current Occupation (not required)

Elements 17 and 17a — Name and |.D. Number of Referring Physician or Other Source
Enter the referring or prescribing physician’s name and his or her six-character Universal Provider |dentification
Number (UPIN). If the UPIN is not available, enter the Medicaid provider number or license number of the
referring provider. (Thisis not required on claimsfor hearing aid batteries.)

Element 18 — Hospitalization Dates Related to Current Services (not required)
Element 19 — Reserved for Local Use (not required)
Element 20 — Outside Lab? (not required)

Element 21 — Diagnosis or Nature of lllness or Injury

Enter the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM)
diagnosis code for each symptom or condition related to the services provided. List the primary diagnosisfirst.
Etiology (“E”) and manifestation (“M”) codes may not be used as a primary diagnosis. The diagnosis description is
not required.

Wisconsin Medicaid denies claims without the appropriate | CD-9-CM diagnosis code. One source to order the
complete |ICD-9-CM code book is:

St Anthony Publishing Inc
PO Box 96561
Washington DC 20090
(800) 632-0123
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Element 22 — Medicaid Resubmission (not required)

Element 23 — Prior Authorization Number

Enter the seven-digit prior authorization (PA) number from the approved PA request. Services authorized under
multiple PAs must be billed on separate claim forms with their respective PA numbers.

Element 24A — Date(s) of Service

Enter the month, day, and year for each procedure using the following guidelines:

e Whenbilling for one DOS, enter the datein MM/DD/YY or MM/DD/YYYY format inthe*From” field.

*  Whenhilling for two, three, or four DOS on the same detail line, enter thefirst DOSin MM/DD/Y'Y or
MM/DD/YYYY format inthe“From” field, and subsequent DOSinthe“To” field by listing only the date(s) of the
month (i.e., DD, DD/DD, or DD/DD/DD).

Itisallowableto enter up to four DOS per lineif:

* All DOS are in the same calendar month.
* All servicesare hilled using the same procedure code and modifier, if applicable.
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Appendix 1
(Continued)

All procedures have the same type of service (TOS) code.

All procedures have the same place of service (POS) code.

All procedures were performed by the same provider.

The same diagnosisis applicable for each procedure.

The charge for al proceduresisidentical. (Enter the total charge per detail linein Element 24F.)
The number of services performed on each DOS isidentical.

All procedures have the same HealthCheck or family planning indicator.

All procedures have the same emergency indicator.

Element 24B — Place of Service

Enter the appropriate Medicaid single-digit POS code for each service.

Code  Description

0 Other

3 Office

4 Home

7 Nursing Facility

8 Skilled Nursing Fecility

Element 24C — Type of Service

Enter a“9” for the TOS code for each service except for exceptional supplies. When submitting a claim for
exceptional supplies, enter a“P’ for purchased items or an “R” for rented items.

Element 24D — Procedures, Services, or Supplies

Enter the single most appropriate five-character procedure code as listed in the Disposable Medical Supplies (DMYS)
Index. Claims received without an appropriate procedure code are denied by Wisconsin Medicaid. All DMS
procedure codes must include the correct DM S modifier. Refer to the DMS Index for alist of Wisconsin Medicaid-
allowable procedure codes.

Modifiers

Enter the appropriate two-character modifier in the “Modifier” column of Element 24D asindicated inthe DMS
Index. Please note that Wisconsin Medicaid has not adopted all Current Procedural Terminology, Health Care
Procedure Coding System, formerly known as“HCFA Common Procedure Coding System,” or Medicare modifiers.

Element 24E — Diagnosis Code

Enter the number (1, 2, 3, or 4) that corresponds to the appropriate diagnosis code listed in Element 21.

Element 24F — Charges

Enter the total charge for each line item.

Element 24G — Days or Units

Enter the appropriate number of units, time units, qualifying circumstance units, or other servicesbilled for each line
item. Always use adecimal (e.g., 2.0 units).
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Element 24H — EPSDT/Family Planning

Enter an “H” for each procedure that was performed as a result of a HealthCheck referral. Enter an “F” for each
family planning procedure. Enter a“B” if both HealthCheck and family planning services were provided. If
HealthCheck or family planning do not apply, leave thiselement blank.

Element 241 — EMG

Enter an “E” for each procedure performed as an emergency, regardless of the POS. If the procedure is not an
emergency, leave this element blank.

Element 24J — COB (not required)

Element 24K — Reserved for Local Use

Enter the eight-digit, Medicaid provider number of the performing provider for each procedure, if the billing
provider indicated in Element 33 bel ongsto aphysician clinic or group.

Any other information entered in this element may cause claim denial.

Element 25 — Federal Tax I.D. Number (not required)

Element 26 — Patient’s Account No.

Optional — provider may enter up to 12 characters of the patient’ sinternal office account number. This number will
appear on the Remittance and Status Report.
Element 27 — Accept Assignment (not required)

Element 28 — Total Charge

Enter the total charges for this claim.
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Element 29 — Amount Paid

Enter the amount paid by other insurance. If the other insurance denied the claim, enter $0.00. (If adollar amount is
indicated in Element 29, “ Ol-P’ must be indicated in Element 9.) Do not enter Medicare-paid amountsin thisfield.

Element 30 — Balance Due

Enter the balance due as determined by subtracting the amount paid in Element 29 from the amount in Element 28.

Element 31 — Signature of Physician or Supplier

The provider or the authorized representative must sign in Element 31. The month, day, and year the form is signed
must also be entered in MM/DD/YY or MM/DD/YYYY format.

Note: The signature may be a computer-printed or typed name and date, or a signature stamp with the date.

Element 32 — Name and Address of Facility Where Services Were Rendered (not required)

Element 33 — Physician’s, Supplier’s Billing Name, Address, ZIP Code, and Phone #

Enter the provider’ s name (exactly asindicated on the provider’ s notification of certification letter) and address of
thebilling provider. At the bottom of Element 33, enter thebilling provider’ seight-digit Medicaid provider number.
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[TT P HEALTH INSURANCE CLAIM FORM PicA ¥
—_— o
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GHOUP ;Eg?UNG OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
D (Medicare #) F (Medicaid #) D (Sponsor's SSN) D (VA File #) L__] (SSN or ID) I:‘ (SSN) D (ID) 1234567890
2. PATIENT’S NAME (Last Name, First Name, Middle Initial) 3. PAIT‘lENT’S BIHTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
Recipient, Im A. MM DD | W Ml X
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow Sof [ ] spouse[ | crid[ | ower ]
CITY STATE | 8. PATIENT STATUS cITY STATE -4
[=]
Anytown Wi single[ ] Maried ] Otner [ ] E
ZIP CODE B TELEPHONE (include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time T
55555 (XXX XXX-XXXX [ stugent ] Stugem C ) 5
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER %
ol-P g
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSUREE"’a DATS DOF BleTH SEX g
| 1
[ [ | | v O |2
b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME E
MM | DD ; YY
F
L v CJves v z
¢. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
[Jves [vo E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
D YES D NO It yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myseif or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED JV
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PAT|ENT UNABLE TO WORK IN CUF!RENT OGCUFATION A
MM | DD | YY INJURY (Accident) OR GIVE FIRST DATE MM | MM YY MM Yy
! ! PREGNANCY(LMP) ! | FROM | TO !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSF‘ILI:I‘.IZATII%N DA'I;EYS RELATED TO CURRENT SERVICES
. | | MM | DD ; YY
I.M. Referring 11223344 FROM | : o 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [no | I Z
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION °
CODE ORIGINAL REF. NO. g
.1 187.91 sl l S
23. PRIOR AUTHORIZATION NUMBER X
2. | i 4. 1 e
24, A B C D E F G l H ! J K b4
DATE(S) OF SERVICI Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS EPSI_:) 0
From © ) of of (Explain Unusual Circumstances) DI?(;“DC:ESIS $ CHARGES OR | Family| oy | cop HELSOE(?XLE BSFEOR =4
MM DD YY MM DD YY |Serviced Servi CPT/HCPCS | MODIFIER | _ UNITS| Plan ;
[ | [ | 1 :
03+ 09:01 i | 419 A4927 I 10 1 XXiXX [50 x
w
4
o L | o
! ) l 1 i E
z
'
| | | i l i o
1. i A i 4 =1
7]
L L : 5
1 1 l 1 I 1 o
3
1 1 =
L L | | o
n
T
I | e
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(AC%§;T l}grsnlsmENag) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| 1
(1] 1234JED [Jves [ no s OXXUXX[s  XXIXX|'s X XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office)} & PHONE #
(I certify that the statements on the reverse .M. Billin
apply to this bill and are made a part thereof.) sV g
1 W. Williams
[ Anytown V\{I 55555 87654321
o¥l: Authorized M l\ﬂ@ D/IYY - y » W22 .

PLEA INT OR TYP, APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/56) SE PRI E APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Appendix 3
Description of Exceptional Supplies

General Information

Most disposable medical supplies(DMS) and durable medical equipment (DME) areincluded inthe daily ratefor nursing
homes and are not separately reimbursable. However, providers may receive reimbursement for certain DMS and DME
provided to nursing homereci pientswhose medical conditionsmakethem eligiblefor exceptional supplies. The exceptional
supply procedure code allowsWisconsin Medicaid to separately reimburse certain supplies and equipment that are usually
included inthe nursing home daily rate. Recipientswho have exceptiona supply needsmay either:

*  Beventilator dependent.
* Haveatracheostomy that requires extensive care at least twice in an eight-hour period of time.

Covereditemsarelimited to those supplies and equipment necessary to treat the above conditions. Wisconsin Medicaid will
not cover unnecessary, unreasonable, or inappropriate items as determined by Wisconsin Medicaid nurse consultants.
Providers are required to document the need for exceptional suppliesin the physician’s orders, progress notes, and treatment
sheets.

Prior Authorization

For Wisconsin Medicaid to consider reimbursement, providersare required to obtain prior authorization (PA) before
dispensing exceptional supplies.

Submit requestsfor PA on the Prior Authorization Request Form (PA/RF) and the Prior Authorization Durable Medical
Equipment Attachment (PA/DMEA). Providers are required to use the procedure code “W6890” on the PA/RF.
Exceptional suppliesfor nursing home recipients cannot be reimbursed under other procedure codes. Providers should use
the procedure code for both purchased and rented exceptional supplies. Therefore, group al needed supplies under the
specified procedure code.
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Use type of service (TOS) “P’ for purchased items or “R” for rented itemsin Element 17 of the PA/RF.

Providersare a so required to submit the following with the PA/RF:

e Documentation indicating that the recipient isventilator dependent or has atracheostomy that requires exceptional
supplies.

*  Aphysician’sprescription detailing the equipment and/or quantity of needed supplies. Wisconsin Medicaid will not
consider aPRN (from the Latin term pro re nata, meaning “as needed”) prescription as a substitute for a physician
prescription.

»  Treatment sheets or amedical checklist documenting the actual use and frequency of use of the supplies and equipment.

e Arecord of the exact quantity of supplies used in the time period preceding the PA request.

Providers are required to include the * per unit” charge for each supply item, the frequency of use, and the estimated monthly
quantity needed by therecipient. Thetota estimated monthly chargefor al suppliesmust beindicated in Element 21 of the
PA/RF.

If using attachments, please write the PA number on each page, in case they are separated from the PA/RF during
processing.
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Billing and Reimbursement
Providersshould bill for prior authorized exceptiona suppliesonthe CM S 1500 claimform.

If exceptiona suppliesareused on adaily basis, providers may bill using the beginning date of service (DOS) inthe* From”
column and thelast DOS for each month inthe*“To” columnin Element 24A. The quantity billed must equal the number of
days within the range approved on the PA/RF. Use TOS “P” for purchased items and “R” for rented items in Element 24C.

Wisconsin Medicaid authorizesreimbursement for exceptional suppliesat an average daily maximum dollar amount, based
ontheaveragedaily use. The average daily maximum dollar amount isfigured by multiplying the frequency of use per 30-
day period by the reimbursement rate for each item, adding all of the sums, and dividing by 30. Wisconsin Medicaid will not
reimbursefor exceptiona suppliesat any rate higher than the average daily maximum dollar amount.

If arecipient’sneed for exceptiona supplies declines, resulting in the usage of fewer supplies, the average maximum amount
charged to Wisconsin Medicaid should decrease accordingly.
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Appendix 4
Key to Reading the Disposable Medical Supplies Index

The Disposable Medical Supplies(DMS) Index liststheitems covered by Wisconsin Medicaid, the maximum alowablefee
for each item, and the limitations applicable to each code. The DM S Index key on the reverse side of this page provides
helpful information for reading the DM SIndex.

Providers may access an interactive, online version of the DM S Index on Wisconsin Medicaid’'s Web site at
www.dhfs.state.wi.us/medicaid/.

Providersmay also:

e Download an eectronic verson from Wisconsin Medicaid's Web site at www.dhfs.state.wi.us/medicaid/.
*  Purchase additional copiesof the DM S Index by calling Provider Servicesat (800) 947-9627 or (608) 221-9883, or by
writingto:

WisconsnMedicad
Provider Maintenance
6406 BridgeRd

Madison WI 53784-0006

Contact Provider Servicesfor the cost of the maximum allowabl e fee schedule.
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KEY TO READING THE DISPOSABLE MEDICAL SUPPLIES INDEX
MAXIMUM ALLOWABLE FEE SCHEDULE

CODE: Five-digit aphanumeric Health Care Procedure Coding System (HCPCS), formerly known as “HCFA
Common Procedure Coding System,” Nationa Level 11 codesdevel oped by thefederal Centersfor Medicare
and Medicaid Services (CMS), formerly HCFA, or Wisconsin Medicaid-assigned local procedure codes
that identify the Disposable Medica Supplies(DMS).

MODIFIER: Modifiers used by Wisconsin Medicaid to indicate additiona entries of procedure codes associated to the
HCPCS and Wisconsin Medicaid-assigned base codes.

Y — Indicates modifiers specified must always be used when hilling for the
procedure code.
N — Indicates modifiersare not required when billing for the procedure code but,
if listed, may be used if the modifier indicates amore accurate definition of the supply.

IN NH RATE: YES — Indicatesthat theitemisincludedinthenursing homedaily rate andisnot separately reimbursable
for Wisconsin Medicaid nursing homeresidents.
NO — Indicatesthisitemisnotincluded inthennursing homedaily rate andis separately reimbursablefor
Wisconsin Medicaid nursing homerecipients.

IN HC RATE: YES — Indicates that the item isincluded in the home care rate and is not separately reimbursable for
Wisconsin Medicaid homecarereci pients. Home care servicesinclude covered services provided
by home health agencies, personal care agencies, and nurses in independent practice.

NO — Indicates this item is not included in the home care rate and is separately reimbursable for
Wisconsin Medicaid home carerecipients.

DESCRIPTION: Base HCPCS or Wisconsin Medicaid-assigned local procedure code. The description that appearsin
thefirst row of each procedure codeisthe description that will appear on Remittance and Status (R/S)
Reports, regardlessof themodifier used. Providerswill needto usethe DM Sindex/MaximumAllowable
Fee Schedulewith the R/S Report to verify Wisconsin Medicai d’'s maximum allowabl e fee payments.

Descriptionsmay a so indicate quantities of each, package, and per box, which isconsidered one unit.
For example, abox may contain multipleitems. If “ per box of 100” isindicated, the quantity or unitis
equal to one (2).

MAX FEE:  Maximum allowable feefor each procedure code and modifier.

MAX QTY/MO: Quantity allowed per recipient per calendar month (January, February, March, etc.) unless adifferent
timeperiodisindicated.

CHANGE: Current DM S Index revisions.
C — Indicates changes.
N — Indicates new information.
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Appendix 5

Prior Authorization Request Form (PA/RF) Instructions for
Disposable Medical Supplies

Element 1 — Processing Type

Enter the appropriate three-digit processing type from the list below. The “processing type” isathree-digit code
used to identify a category of service requested.

132 — Disposable medical supplies (DM S)
139 — Exceptional supplies

Element 2 — Recipient’s Medicaid Identification Number

Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or letters.

Element 3 — Recipient’s Name

Enter therecipient’ slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV S) to obtain
the correct spelling of the recipient’ s name. If the name or spelling of the name on the Medicaid identification card
and the EV'S do not match, use the spelling from the EVS.

Element 4 — Recipient’s Address

Enter the complete address (street, city, state, and ZIP code) of the recipient’s place of residence. If the recipient is
aresident of anursing home or other facility, aso include the name of the nursing home or facility.

Element 5 — Recipient’s Date of Birth
Enter the recipient’ s date of birthin MM/DD/YYY'Y format (e.g., June 30, 1975, would be 06/30/1975).

Element 6 — Recipient’s Sex
Enter an “X” to specify male or female.
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Element 7 — Billing Provider’s Name, Address, and ZIP Code

Enter the billing provider’s name and compl ete address (street, city, state, and ZIP code). No other information
should be entered in this element since it also serves as a return mailing label.

Element 8 — Billing Provider’s Telephone Number

Enter the billing provider’ stelephone number, including the area code of the office, clinic, facility, or place of
business.

Element 9 — Billing Provider’s Medicaid Number

Enter the provider’ seight-digit Medicaid provider number.
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Appendix 5
(Continued)

Element 10 — Dx: Primary
Enter the appropriate International Classification of Diseases, Ninth Revision, Clinical Modification

(ICD-9-CM) diagnosis code and description most relevant to the service/procedure requested for the recipient.

Note: Medical vendorsand individual medical suppliers need only provide awritten description.

Element 11 — Dx: Secondary
Enter the appropriate |CD-9-CM diagnosis code and description additionally descriptive of the recipient’ sclinical
condition.

Note: Medical vendorsand individual medical suppliers need only provide awritten description.

Element 12 — Start Date of Spell of Iliness (not required)

Element 13 — First Date Rx (not required)

Element 14 — Procedure Code(s)
Enter the appropriate Wisconsin M edi caid-assigned five-digit procedure code for each service/procedure/item
requested.

Element 15 — MOD
Enter the modifier corresponding to the procedure code (if amodifier isrequired by Wisconsin Medicaid policy and

the coding structure used) for each service/procedure/item requested.

Element 16 — POS

Enter the appropriate Medicaid single-digit place of service code designating where the requested service/
procedure/item would be provided/performed/dispensed.

Code  Description

0 Other

3 Office

4 Home

7 Nursing Facility

8 Skilled Nursing Fecility

Element 17 — TOS
Enter the appropriate type of service code for each service/procedure/item requested.

Code  Description

9 Disposable Medical Supplies (DMS) — Health Care Procedure Coding System (HCPCS) codes,
formerly known as“HCFA Common Procedure Coding System”

P Purchase New Durable Medical Equipment (DME) (for exceptional supplies only)
R DME Rental (for exceptional suppliesonly)
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Appendix 5
(Continued)

Element 18 — Description of Service

Enter awritten description corresponding to the appropriate five-digit procedure code for each service/procedure/
item requested.

Element 19 — Quantity of Service Requested

Enter the quantity requested for each service/procedure/item requested.

Element 20 — Charges

Enter your usual and customary charge for each service/procedure/item requested. If the quantity is greater than
“1,” multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in this
element.

Note: The charges indicated on the request form should reflect the provider’s usual and customary charge for the
procedure requested. Providers are reimbursed for authorized services according to the Department of
Health and Family Service's Terms of Reimbursement.

Element 21 — Total Charge
Enter the anticipated total charge for this request.

Element 22 — Billing Claim Payment Clarification Statement

An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’s and
provider’seligibility at the time the serviceis provided and the compl eteness of the claim information. Payment is not
made for servicesinitiated prior to approval or after authorization expiration. Reimbursement isin accordance with
Medicaid payment methodology and policy. If the recipient is enrolled in amanaged care program at the time a prior
authorized serviceis provided, Wisconsin Medicaid reimbursement isonly allowed if the serviceisnot covered by
the managed care program.
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Element 23 — Date

Enter the month, day, and year (in MM/DD/YYY'Y format) the Prior Authorization Request Form (PA/RF) was
completed and signed.

Element 24 — Requesting Provider’s Signature

The signature of the provider requesting/performing/dispensing the service/procedure/item must appear in this
element. Providers are required to enter the requested start and end dates after the requesting provider’s signature.

DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING
PROVIDER — THIS SPACE IS USED BY THE WISCONSIN MEDICAID CONSULTANT(S) AND
ANALYST(S).
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Appendix 6
Completed Sample Prior Authorization Request Form (PA/RF)

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF_|(00 NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN #
SUITE 88 AT # 132
MADISON, WI 53784-0088 PA. # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima A. Anytown, WI 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M F ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
|.M. Provider 10 DX: PRIMARY.
o 250.01 Diabetes
1 W. Williams 71 DX: SECONDARY
Anytown, W1 55555 595.9 Cystitis
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
A4253 4 9 Blood glucose test strips 3 XXX XX
A4259 4 9 Lancets 2 XXX XX
21
22. An approved authorization does not guarantee payment. CL?AK%E XXX XX
Reimbursement is contingent upon eligibility of the

recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

sart date. 01-01-01
. MM/IDDIYYYY .. T Providen end date: 03-31-01

DATE REQUESTING PROVIDER SIGNATURE

(DO NOT WRITE IN THIS SPACE)

AUTHORIZATION:

‘ | ‘ PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED

APPROVED GRANT DATE EXPIRATION DATE

MODIFIED - REASON:

[]

DENIED - REASON:

RETURN - REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 7

Completed Sample Prior Authorization Request Form (PA/RF),
Prior Approval Granted

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROGESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF__ | (00 NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN #
SUITE 88 AT # 132
MADISON, WI 53784-0088 PA. # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 2 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
SRECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima A. Anytown, WI 55555
5 DATE OF BIRTH 6 SEX |:| 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DDI/IYYYY M F ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
| M. Provider 10 DX: PRIMARY.
o 250.01 Diabetes
1 W. Williams 11 DX: SECONDARY
Anytown, W1 55555 595.9 Cystitis
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
A4253 4 9 Blood glucose test strips 3 XXX XX
A4259 4 9 L ancets 2 XXX XX
>
©
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21 X
22. An approved authorization does not guarantee payment. CLC,)L\EéE XXX XX
Reimbursement is contingent upon eligibility of the

recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

sart date. 01-01-01
»___MMIDDIYYYY _ . I “1‘”4“‘* end date. 03-31-01
(DO NOT WRITE IN THIS SPACE)
AUTHORIZATION:
01 01 01 ‘ | 03 31 01 ‘ PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED
APVED GRANT DATE EXPIRATION DATE A4253 9
A4259 5
MODIFIED - REASON:
DEQED - REASON:
L]
RETURN - REASON:

12/27/00 DM s Cosulbadt

DATE CONSULTANT/ANALYST SIGNATURE

482-120
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Appendix 8

Completed Sample Prior Authorization Request Form (PA/RF) for
Exceptional Supplies

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT (DO NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 139
SUITE 88 AT #
MADISON, WI 53784-0088 - PA # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima A. Anytown, W1 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M F { XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
I.M. P i 10 DX: PRIMARY ;
r_oylder 518.81 Resp. Failure
1 W. Williams 11 DX. SECONDARY
Anytown, W| 55555 V55.0 Tracheostomy
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
W 6890 8 P Trach carekit BID 60 XXX XX
W6890 8 P Trach suction catheter/every shift 90 XXX XX
W6890 8 P Trach tie/lsecure  every 3 days 10 XXX XX
W6890 8 R Compressor 30 XXX XX
Z
B
21
22. An approved authorization does not guarantee payment. TOTAL =
Reimbursement is contingent upon eligibility of the CHARGE XXX XX %

recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

o dart date 01-01-01
- MM/DD/YYYY 5 LM dur. end date 06-30-01

DATE REQUESTING PROVIDER SIGNATURE

(DO NOT WRITE IN THIS SPACE)

AUTHORIZATION:

l ‘ | PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED

APPROVED GRANT DATE EXPIRATION DATE

MODIFIED - REASON:

[]

DENIED - REASON:

[]

RETURN - REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 9

Completed Sample Prior Authorization Request Form (PA/RF) for
Exceptional Supplies, Prior Approval Granted

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT (DO NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 139
SUITE 88 AT #
MADISON, WI 53784-0088 PA # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima A. AnytOWﬂ, WI 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M F ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
H 10 DX: PRIMARY
.M. Provider 518.81 Resp. Failure
1 W. Williams 71 DX. SECONDARY
Anytown, W| 55555 V55.0 Tracheostomy
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD | POS TOS DESCRIPTION OF SERVICE QR CHARGES
W 6890 8 P Trach carekit BID 60 XXX XX
W6890 8 P Trach suction catheter/every shift 90 XXX XX
W6890 8 P Trach tie/lsecure  every 3 days 10 XXX XX
W6890 8 R Compressor 30 XXX XX
22. An approved authorization does not guarantee payment. TOTAL (21
Reimbursement is contingent upon eligibility of the CHARGE XXX XX

recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

o dart date 01-01-01
- MM/DDIYYYY 5 LM dur. end date 06-30-01

DATE REQUESTING PROVIDER SIGNATURE

(DO NOT WRITE IN THIS SPACE)

AUTHORIZATION:
l 01 01 01 ‘ | 06 30 01 PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED
APVED GRANT DATE EXPIRATION DATE W6890 (P)
Average daily max $XX.XX 181 days
MODIFIED - REASON: W6890 (R)
L] Average daily max $XX.XX 181 days
DENIED - REASON:
RETURN - REASON:

12/27/00 '-._Iirll'{- !:II.I.I.M. GQUM

DATE CONSULTANT/ANALYST SIGNATURE

482-120
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Appendix 10

Prior Authorization Durable Medical Equipment Attachment (PA/DMEA)
Completion Instructions

Thetimely determination of authorization issignificantly enhanced by the completenessand quality of the documentation
submitted by providerswhen requesting prior authorization (PA). Carefully complete this attachment form, attach it to the
Prior Authorization Request Form (PA/RF) and submit it to the following address:

WisconsnMedicad

Prior Authorization

Ste 88

6406 BridgeRd

Madison WI 53784-0088

Recipient Information:

Element 1 — Last Name
Enter the recipient’slast name. Use the Eligibility Verification System (EV S) to obtain the correct spelling of the
recipient’s name. If the name or spelling of the name on the Medicaid identification card and the EV S do not match,
use the spelling from the EVS.

Element 2 — First Name

Enter the recipient’ s first name. Use the EV S to obtain the correct spelling of the recipient’s name. If the name or
spelling of the name on the Medicaid identification card and the EVS do not match, use the spelling fromthe EVS.

Element 3 — Middle Initial

Enter the recipient’ smiddleinitial. Use the EV S to obtain the correct initial of the recipient’ s name. If theinitial on
the Medicaid identification card and the EV S do not match, use the initial from the EV S.
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Element 4 — Medical Assistance ID Number

Enter the recipient’ s ten-digit Medicaid number. Do not enter any other numbers or letters.

Element 5 — Age
Enter the age of the recipient in numerical form (i.e., 45, 60, 21).

Provider Information:

Element 6 — Prescribing Physician’s Name
Enter the name of the prescribing physician in this element.

Element 7 — Prescribing Physician’s Medical Assistance Provider Number

Enter the eight-digit Medicaid provider number of the physician prescribing theitem(s) of disposable medical
supplies (DMYS).
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Element 8 — Dispensing Provider’s Telephone Number

Enter the telephone number, including area code, of the provider dispensing the requested DMS.

Theremaining portions of this attachment are to be used to document the justification for the requested DM S item(s).

e Complete ElementsA through H and Jfor al requested DM Sitems. Documentation of current medical necessity,
individualized for each recipient, must bedemonstrated.

e Attach aphotocopy of the physician’s prescription to this attachment. The prescription must be signed and dated within
six monthsof receipt by Wisconsin Medicaid.

*  Read the PA Statement before dating and signing the attachment.

*  Theattachment must be dated and signed by the provider requesting/dispensing the supplies.
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Appendix 11

Sample Completed Prior Authorization Durable Medical
Equipment Attachment (PA/DMEA)

Mail To: 1. Complete this form.
Wisconsin Medicaid PA/DM EA 2. Attach to PA/RE.
Prior Authorization Unit . o
Suite 88 (Prior Authorization/Request Form)
6406 Bridge Rd. PRIORAUTHORIZATION 3. Mail to Wisconsin Medicaid.
Madison, W1 53784-0088 DURABLE MEDICAL

EQUIPMENT ATTACHMENT

RECIPIENT INFORMATION

©) @ ® @ ®

Recipient Im A 1234567890 35

LAST NAME FIRST NAME MIDDLEINITIAL MEDICAL ASSISTANCE ID NUMBER AGE

PROVIDER INFORMATION

© @

.M. Prescribing 12345678 (XXX) XXX-XXXX
PRESCRIBING PHYSICIAN'S NAME PRESCRIBING PHYSICIAN'S MEDICAL DISPENSING PROVIDER'S
ASSISTANCE PROVIDER NUMBER TELEPHONENUMBER

A. Describe the overall physical status of the recipient: (mobility, self-care, strength, coordination)

Is independent in mobility and self cares. Shows adequate and normal strength and coor dination.
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B. Describe the medical condition of the recipient as it relates to the equipment/item requested — Why does
the recipient need this equipment?

Has Type 1 diabetes, was recently in good control with BID testing of blood sugars. Recent bladder infec-
tion, currently on antibiotics. Physician ordered additional testing. Increased to 5x’s per day.

C. Is the recipient able to operate the equipment/item requested — & Yes QO No — if not, who will do this?
Independent

D. Is training provided or required? QvYes & No Explain: Recipient previoudy instructed on proper
glucometer use. Demonstrates good technique.
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E. State where equipment/item will be used:

® Home (Describe type of dwelling and accessibility)
Ranch type, NO accessibility problems.

U Nursing Home 4 School U Office U Job
(Describe type of dwelling and accessibility)

F. Attach an Occupational or Physical Therapy Report if available.
Not applicable.

G. State estimated duration of need:
2-3 months. Once infection resolved will decrease to BID testing.

H. If renewal or continuation of DME Authorization is requested, describe the recipient’s
» Current clinical condition
» Progress (improvement; no change, etc.)
* Results
* Recipient’'s use of equipment/item prescribed

Initial PA request, not applicable.
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I. Indicate amount of oxygen to be administered: Not applicable.

Liters per minute Continuous
Hours per day PRN
Days per week PaO,

Attach a photocopy of the Physician’s Prescription to this Attachment form. The prescription must be
signed and dated within 6 months of receipt by Wisconsin Medicaid.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT
FROM THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

MM/DD/YYYY T. M. Trowdun

Date Requesting Provider’'s Signature

J.
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Appendix 12

Prior Authorization Durable Medical Equipment Attachment (PA/DMEA)
(for photocopying)

(A copy of the Prior Authorization Durable Medical Equipment Attachment
(PA/DMEA) is located on the following pages.)
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Mail To: 1. Complete this form.

Wisconsin Medicaid PA/DM EA 2. Attach to PA/RF.

Prior Authorization Unit (Prior Authorization/Request Form)

Suite 88
6406 Bridge Rd. PRIORAUTHORIZATION 3. Mail to Wisconsin Medicaid.
Madison, WI 53784-0088 DURABLE MEDICAL

EQUIPMENT ATTACHMENT

RECIPIENT INFORMATION

©) ® ©) ©) ®

LAST NAME FIRST NAME MIDDLEINITIAL MEDICAL ASSISTANCE ID NUMBER AGE

PROVIDER INFORMATION

© @

PRESCRIBING PHYSICIAN'S NAME PRESCRIBING PHYSICIAN'S MEDICAL DISPENSING PROVIDER’'S
ASSISTANCE PROVIDER NUMBER TELEPHONENUMBER

A. Describe the overall physical status of the recipient: (mobility, self-care, strength, coordination)

B. Describe the medical condition of the recipient as it relates to the equipment/item requested — Why does
the recipient need this equipment?

C. Is the recipient able to operate the equipment/item requested — [1 Yes [0 No — if not, who will do this?

D. Is training provided or required? OYes [ONo Explain:



E. State where equipment/item will be used:
O Home (Describe type of dwelling and accessibility)

O Nursing Home O School O Office [ Job
(Describe type of dwelling and accessibility)

F. Attach an Occupational or Physical Therapy Report if available.

G. State estimated duration of need:

H. If renewal or continuation of DME Authorization is requested, describe the recipient’s
» Current clinical condition
» Progress (improvement; no change, etc.)
* Results
* Recipient’'s use of equipment/item prescribed

I. Indicate amount of oxygen to be administered:

Liters per minute Continuous
Hours per day PRN
Days per week PaO,

Attach a photocopy of the Physician’s Prescription to this Attachment form. The prescription must be
signed and dated within 6 months of receipt by Wisconsin Medicaid.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT
FROM THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

Date Requesting Provider’'s Signature

Reset Form
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